, drawing on his extensive work in forensic settings, describes his experience:
In the course of my work with the most violent men in maximum security settings, not a day goes by that I do not hear reports-often confirmed by independent sources-of how these men were victimized during childhood. Physical violence, neglect, abandonment, rejection, sexual exploitation and violation occurred on a scale so extreme, so bizarre, and so frequent that one cannot fail to see that the men who occupy the extreme end of the continuum of violent behavior in adulthood occupied an equally extreme end of the continuum of violent child abuse earlier in life. The violent criminals I have known have been objects of violence from earlychildhood. (p. 45) Childhood abuse is frequently noted in the clinical records of the incarcerated (9 out of 10 randomly selected charts at my own facility, a medium-security state prison), but psychologists and other staff in prisons and forensic state hospitals have rarely received any specific training in how to pursue this information. Many forensic clients have histories of multiple abuse and therefore suffer from complex posttraumatic stress disorder, anxiety disorders, and dissociative disorders, which are often misdiagnosed, overlooked, or regarded as malingering by forensic mental health professionals largely unfamiliar with child abuse and trauma issues. Sometimes forensic clients do malinger in an effort to get help (usually medication) with their trauma symptoms.
Nick Groth, a pioneer in sex offender treatment, used to say that if you want offenders to come to treatment, you must offer them something that feels like help. It is crucial that forensic professionals help their clients deal with their abuse issues not only because of clients' personal pain but also because the skills that helped them survive childhood abuse enable them as adults to commit violent acts without experiencing fear, horror, or other normal emotional reactions. Many of the "thinking errors" and "core beliefs" cited in manuals for criminal thinking groups are directly traceable to childhood abuse experiences. This is not to say that all individuals who behave violently do so because of a history of abuse or that all those who have been abused as children are amenable to treatment. However, those of us who work in prisons, forensic state hospitals, county jails, and conditional release programs have an ethical obligation to expand our proficiency and knowledge in an area that affects so many of our clients. It has not been my experience that inmates involved in this type of therapy use it as an excuse for their criminal behavior, and there is certainly no secondary gain for discussing painful and embarrassing details of abuse in forensic settings.
Paradoxically, some of the same factors that make the treatment of abuse issues difficult in forensic facilities also support such treatment. The reduced availability of street drugs allows memories and feelings usually blocked from awareness to surface. Although this causes fear, pain, and trauma, it can also create strong motivation for therapy. The power imbalance that exists in prison and other nonvoluntary settings recapitulates many aspects of the original abuse situation. Such conditions are difficult for clients to handle but at the same time generate much therapeutic "grist for the mill," which may be used to help them better understand the ways in which their abuse histories continue to affect their current feelings, perceptions, and behaviors. The support and bonding that occur in survivor therapy groups hopefully may provide a powerful antidote to the usual "prison code."
Treatment of adult survivors of child abuse proceeds through several stages (Sgroi, 1989) , beginning with the acknowledgement that abuse did occur and coupled with work on memory retrieval and efforts to link feelings with memories. Survivors must learn that they can tolerate fear, anger, shame, guilt, and other intense feelings without losing control, lashing out, or going crazy. They are taught more adaptive ways of dealing with such feelings. Gradually they begin to understand the secondary effects of their abuse, such as trust and intimacy problems, hypervigilance, impulsivity, low self-esteem, depression, and anxiety, and to see how their lives continue to be affected by what happened to them as children. Often, they make connections between these early experiences and their adult substance abuse and criminal behavior.
This type of therapy proceeds in a spiral rather than a linear manner, so that an issue may be worked through on a number of different levels from varying perspectives (Kritsberg, 1993; Sgroi, 1989) . It is extremely helpful to have group members who are at different points in this process, because more advanced clients can serve as role models and provide feedback and support to those who are just beginning. It is also important to have the opportunity to practice newly acquired coping skills. Although many abuse survivors initially express reluctance to discuss their abuse in groups, particularly in a prison setting, there is some consensus in the literature that group therapy is the treatment of choice (Courtois, 1988; Sgroi, 1989) . Perhaps the most difficult concept for many incarcerated individuals to grasp is that of legitimate empowerment. For most of them, their adaptation to abuse has been strong identification with aggressors, and they have observed few role models for getting their own needs met without infringing on the rights and needs of others. Conversely, their life experiences have given them little reason to expect that others will respect their rights and needs. Prisoners, like many other abuse survivors, often oscillate between lashing out aggressively and being passive victims who are unable to set appropriate limits and boundaries.
In a forensic setting, confidentiality assumes an even more important role and must be carefully explained and repeatedly stressed. Potential participants in survivor groups should not be overtly psychotic and should be able to discuss at least one incident of their abuse without becoming overwhelmed. Because they must also be able to process anger without acting out, recipients of recent disciplinary actions are not good candidates until they have successfully completed an anger management group. Individuals who are engaging in self-mutilation or other overtly self-destructive behavior should be referred to a highly structured and focused group designed to teach more adaptive behaviors, as described by Linehan (1993) .
Psychotherapy for adult survivors of child abuse is based on a "phenomenological perspective" (Briere, 1992) . Clients' symptoms and behaviors are not viewed as evidence of mental illness or defect but rather as adaptive behavior that represents accommodation to long-term abusive situations. Work of reexperiencing trauma and linking it with affect should not occur until some ego-strengthening work has been done, clients have learned new coping strategies, and strong relationships with therapists and groups have been established. Premature processing of trauma may produce a reaction in clients that is like pulling a thread of a sweater and seeing the entire garment unravel. Educational interventions may be particularly useful at times when clients are feeling emotionally overwhelmed. Education could include talking about common ways child abuse survivors respond to their abuse and challenging self-derogatory and self-blaming statements.
This type of therapy is obviously an extremely sensitive and difficult undertaking. It is absolutely necessary that psychopaths be identified and excluded from survivor groups, as they are likely to violate confidentiality and use personal information obtained in the group in a sadistic and destructive manner (Rice, 1997) . However, as Robert Hare (1993) has noted, there is a subgroup of individuals who engage in antisocial behavior but who are actually abuse reactive rather than truly psychopathic. My personal experience suggests that abuse reactive antisocial individuals are likely to score high on Factor 2 (Antisocial Behavior) but not on Factor 1 (Aggressive Narcissism). However, the results of the Hare Scale must be interpreted cautiously. Forensic clinicians are urged to familiarize themselves with other instruments that may help identify clients who suffer from trauma-related problems (Briere, 1997) .
Neuroscience is now pointing to the importance of early interpersonal relationships in forming and actually shaping the structure of young children's brains. Attachment research has been focusing on the effects of abuse and neglect on brain development. Early socialization events are imprinted into the developing brain, with early trauma resulting in a lifelong inability to cope with stress (Siegal, 1996; van der Kolk et al., 1996) . All too often, forensic treatment professionals are content to dismiss their clients with labels such as manipulative, attention seeking, and personality disorder. This is a grave disservice to clients and clinicians alike. As one forensic expert has put it, "If we see their problems as current moral weakness rather than the scabs of old wounds, we rob them of their history" (Dwoskin, 2000) . I hope that forensic clinicians will be encouraged by this article to see their clients in a different light and to seek further training so they can begin to offer trauma treatment in forensic facilities. I guarantee that clients will be more motivated to participate in treatment and clinicians will have a much greater understanding of their symptoms and behavior and will find their work with them much more effective and rewarding.
